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Tuberculosis Control—For an effective 
control of tuberculosis early diagnosis, treat- 
ment and after-care are necessary. The 
author believes that case finding would be 
done with more efficiency and with more 
economy if it were done by the family physi- 
cian; he seems to be also the right man to 
watch over the patient after his discharge from 
the sanatorium.—The Man of the Future in 
Tuberculosis Control, A. A. Pleyte, Journal- 
Lancet, April, 1942, 62: 112.—(G. C. L.) 


Tuberculosis.—Tuberculosis is the most 
serious occupational hazard of medical stu- 
dents, interns and student nurses. The inci- 
dence of tuberculosis in these groups is 
significantly higher than that among com- 
parable groups in the general population. 
Almost every student of medicine and nursing 
is exposed to tubercle bacilli during the years 
of clinical training, as shown by the tuberculin 
reaction statistics. Contact with tubercu- 
lous patients, lowered resistance due to poor 
living habits, and laboratory bacilli—in that 
order—are the main factors in the production 
of student tuberculosis. Proper control pro- 
grams have already proved their effectiveness 
in reducing the dangers of tuberculous infec- 
tion in medical centres. Various new 
techniques have materially reduced the cost 
of periodic mass roentgenography. Ade- 
quate control programs must consist of: (a) 
Establishment of Student Health Services 
with easily obtainable medical aid for all 
students; (b) Admission health certificates 
and physical examinations; (c) Compulsory 
tuberculin tests for all new students with 
semi-annual retests until positive reactions 
are obtained; (d) Careful observation and 
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management of all new reactors; (e) X-ray 
films of chest of all reactors at once and semi- 
annually; (f) Prompt and complete treatment 
of all students with significant lesions; (g) 
Adequate housing, eating, and recreational 
facilities for all students; (h) Special care in 
autopsy and laboratory rooms; (¢) Proper 
precautions for sputum disposal, mouth- 
covering napkins, sterilizing laundry and dish 
washing on tuberculosis wards; (j) Education 
of patient, nurse and medical student as to 
proper tuberculosis control procedures; (k) 
Elimination of tuberculous patients from 
general wards by routine chest X-ray films 
on all hospital admissions. Incorporation of 
this program into the student’s own courses 
in preventive medicine is suggested. The 
adoption of this or similar control programs 
by all medical schools and hospitals as yet 
without such programs is strongly urged.— 
The Control of Tuberculosis among Medical 
Students. With Additional Reference to In- 
terns and Student Nurses, E. R. Weinerman 
& F. O. Coe, Journal-Lancet, April, 1942, 
62: 115.—(G. C. L.) 


Clinic Records.—The use of family records, 
as developed in the Westchester County 
(N. Y.) Health Department, is described. 
The usefulness and convenience of the method 
is illustrated by a recent study to determine 
the relative incidence of tuberculosis among 
familial associates of tuberculosis cases and 
among familial associates of cases of syphilis. 
The rate among tuberculosis contacts (1 per 
100 person-years) was similar to that in other 
studies, while the tuberculosis rate among 
contacts of syphilis cases was no greater than 
in the general population —Family Records 


in the Health Department, G. H. Ramsey & 
M. T. Bellows, Am. J. Pub. Health, June, 
1942, 32: 585 —(H. L.1.) 


Index Case.—Accurate information con- 
cerning the attack rate of tuberculosis cannot 
be obtained by use of retrospective data. 
More accurate information is derived from 
subsequent observation of household associ- 
ates of an index case. Data obtained by this 
procedure in Williamson County, Tennessee, 
since 1933 reveal attack rates of 7.6 per 1,000 
person-years in white contacts and 20.5 per 
1,000 person-years in Negro contacts of fatal 
and sputum-positive index cases. The corre- 
sponding death rates per 1,000 person-years 
were 2.1 and 16.7. The attack rates for 
contacts of sputum-negative index cases were 
2.4 (white) and 6.7 (Negro); the death rates 
were 0.7 and 2.7. Although the incidence 
or attack rate is greater among Negroes, the 
prevalence is greater among whites. Thus 
at the time of the first examination, rein- 
fection-type tuberculosis was found in 15.3 
per cent of white and 10.3 per cent of Negro 
contacts of sputum-positive index cases, and 
in 7.8 per cent of white and 2.2 per cent of 
Negro contacts of sputum-negative cases.— 
Use of the Index Case in the Study of Tubercu- 
losis in Williamson County, R. R. Puffer, 
J. A. Doull, R. S. Gass, W. J. Murphy & 
W. C. Williams, Am. J. Pub. Health, June, 
1942, 32: 601.—(H. L. I.) 


Tuberculosis in High School Students.— 
In 1939 a law was passed in the state of New 
Jersey which requires the periodic determina- 
tion of the presence or absence of active tuber- 
culosis among pupils of public schools. Ac- 
cordingly 2,562 senior and junior high school 
students were examined for tuberculosis in 
East Orange. The Vollmer patch test was 
first applied and only the reactors were 
X-rayed. Fifteen per cent of all the students 
were tuberculin positive. However 21 per 
cent of the colored students showed a positive 
patch test. Of the 396 tuberculin positive 
students 82 per cent were X-ray negative, 
16.5 per cent showed apparently arrested 
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primary infection and 1.5 per cent reinfection 
type of tuberculosis. Of the 6 pupils who 
made up the 1.5 per cent of adult type of 
tuberculosis only 2 or 0.5 per cent were active 
and only one had to be hospitalized. In 
other words, the finding of 2 active cases of 
reinfection type tuberculosis among 2,562 
high school students represents an incidence 
of 0.07 per cent, which can be considered an 
excellent health record. The cost of this 
study including material and the doctor’s 
compensation was a total of $635 or 25 cents 
per student.—Incidence of Tuberculosis among 
2,562 High School Students in a Suburban 
City, W. B. Nevins, J. Pediat., January, 
1942, 20: 104.—(C. K.) 


Tuberculosis Control in Colleges.—For the 
academic year 1940-1941, 304 colleges and 
universities reported on a tuberculosis pro- 
gram compared to 248 in the preceding year. 
The Committee, American Student Health 
Association, recommends the following pro- 
gram. All new students, the faculty and 
employees should have a tuberculin test, 
preferably a Mantoux test. Negative reac- 
tors should be retested every year. Reactors 
should have a chest X-ray film at least once 
a year. Fluorograms (4” x 5”) have proved 
very economical. All the usual clinical and 
laboratory methods should be employed. 
The data concerning the results of student 
tuberlosis control are collected and analysed 
by the Committee and presented in this 
paper. Only one state has no student 
tuberculosis control. Two hundred and 
fifty-five colleges reported tuberculin testing. 
Among those students tested with adequate 
dosage, between 21 and 22 per cent reacted. 
Among 545,000 students in institutions with 
some organized tuberculosis program a total 
of 966 new cases was reported; among 145,000 
students in institutions with no organized 
tuberculosis program, only 33.— Eleventh 
Annual Report of the Tuberculosis Committee, 
American Student Health Association, For 
the Academic Year 1940-1941, C. E. Lyght, 
Chairman, Tuberculosis Committee, Journal- 
Lancet, April, 1942, 62: 125.—(G. C. L.) 
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Tuberculosis in Mental Hospitals.—The 
tuberculosis death rate in mental hospitals 
is twelve times that of the general population 
of New York State. Patients at the Willard 
State Hospital were given tuberculin tests. 
A positive reaction to 1.0 mg. OT was ob- 
served in 86.6 per cent of the 3317 tested. 
Film examination revealed active pulmonary 
tuberculosis in 2.2 per cent, and other rein- 
fection-type lesions in an additional 8 per 
cent. Reéxamination a year later of 2414 
patients whose original films had been normal 
revealed the development of active disease 
in 0.66 per cent. In spite of attempts to 
segregate the tuberculous patients, 19 percent 
of the negative tuberculin reactors in the 
original survey became positive a year later. 
Clinically active tuberculosis was found in 
1.5 per cent of 749 employees and staff mem- 
bers. A year later, reéxamination showed 
fresh disease in 3 employees. It is concluded 
that tuberculosis control programs are ur- 
gently needed for patients as well asemployees 
of mental hospitals.— Epidemiology of Tuber- 
culosis in a Mental Hospital, J. K. Deegan, 
J. E. Culp & F. Beck, Am. J. Pub. Health, 
April, 1942, 32: 345—(H. L. I.) 


Fluorograms in Mental Hospitals.—Tuber- 
culosis presents a problem in any institutional 
population. The mentally ill are numerically 
very important in the United States, where 
half a million people are in mental hospitals. 
The tuberculosis problem is particularly 
difficult in mental hospitals with shortage of 
personnel or funds, and under these circum- 
stancesan inexpensive roentgenological method: 
is especially useful. Duplicate examinations 
with the conventional 14 x 17 inch film and 
35 mm. fluorogram were made on 1264 patients 
at the Anoka (Minn.) State Hospital. 
Despite inexperience with interpretation of 
the fluorogram, and despite difficulties in 
examination of deteriorated patients, the 
results were considered satisfactory. Rein- 
fection-type lesions were found in 19.5 per cent 
of the patients. The fluorogram “missed” 
11.4 per cent of the 158 minimal lesions (in 
large part inactive) and 3.4 per cent of the 88 


advanced lesions. ‘Over-reading’ of the 
fluorograms was infrequent; unconfirmed 
lesions were suspected in 31 fluorograms (3.2 
per cent of the 962 negative cases). It is 
concluded that the technique and apparatus 
used are sufficiently accurate to warrant their 
widespread adoption by states for use among 
institutional populations. It is pointed out 
that the rapidity with which fluorograms can 
be taken and read makes it possible for a unit 
to travel from institution to institution, 
completing examination of patients in all but 
the largest institutions within a few weeks.— 
Tuberculosis Case Finding in Institutional 
Populations. The Use of 35 mm. Fluorograms 
among the Mentally Ill, H. E. Hilleboe, R. B. 
Haas, C. E. Palmer & W. P. Gardner, Am. 
J. Pub. Health, May, 1942, 32: 516.— 
(H. L. I.) 


Incidence Rates in Families.—Information 
concerning the communicability of various 
diseases and the influence of exposure, sus- 
ceptibility and immunity derived from ob- 
servation of spread in attacked families must 
be carefully interpreted to avoid fallacy. Use 
of the “secondary attack rate,’”’ which has 
been valuable in study of acute diseases, 
cannot be carried over into studies of chronic 
diseases. In the case of tuberculosis, it is 
not always certain which is the primary case 
in a family. A better method of study 
utilizes the concept of the “index case,” the 
member responsible for bringing the rest of 
the family into the study. The authors dis- 
cuss the application of this method in the 
study of tuberculosis and other diseases, 
pointing out frequently encountered pitfalls.— 
The Index Case-Relation to Incidence Rates 
in Family Studies, R. L. Gauld, L. J. Reed & 
M. Merrell, Am. J. Pub. Health, June, 1942, 
32: 577.—( H. L. 1.) 


Increase of Tuberculosis.—In Glasgow, for 
five years preceding the outbreak of war in 
1939, the incidence of and the mortality from 
pulmonary tuberculosis were tending to 
stabilize themselves. In the first year of the 
war there was a 15 per cent increase in the 
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morbidity and a 20 per cent increase in the 
mortality. The same trend is noted for 1941. 
The age groups between fifteen and forty-five 
in males and fifteen and thirty-five in females 
have borne the brunt of these rises. The 
same tendency is noted in cases of non- 
pulmonary tuberculosis where the increase 
has amounted to 17 per cent and the organs 
largely concerned were the spine, the meninges 
and the lymph nodes. An attempt is made 
to analyze factors present in 1940 and not 
present in 1939 to account for these increases. 
Exonerated completely are such factors as 
increased virulence of the tubercle bacillus, 
malnutrition and deficient diet, tubercle 
bacilli in milk and examination by military 
medical boards. Slight blame is placed on 
exertion or strain of army life, long hours in 
shelters and overcrowding in factories. The 
conclusion arrived at is that it is a combina- 
tion of long hours of work, overtime, strain, 
curtailed rest and ill-spent leisure which is the 
factor producing the rise of morbidity and 
mortality in tuberculosis and that the in- 
crease will be at least maintained so long as 
these factors remain unchanged.— The Causes 
Underlying the Recent Increased Incidence of 
and Mortality from Tuberculosis in Glasgow, 
S. Laidlaw & D. Macfarlane, Brit. M. J., 
September 27, 1941, 2: 486 —(D. H. C.) 


Age Incidence of Tuberculin Reactors.— 
Results are presented of studies in the age 
incidence of positive tuberculin reactions 
carried out in a group of 362 persons ranging 
in age from a few months to eighty years. 
The persons in whom the tests were made 
were patients treated for various dermatoses 
at the Skin and Cancer Unit during the year 
1939. The clientele of this clinic consists 
predominantly of white urbanites from the 
more crowded districts of New York City, 
whose economic status may be rated as poor 
or lower middle class. Patients suffering 
from any form of skin tuberculosis were 
excluded from the study. During the first 
two decades there was a gradual rise in the 
incidence of reactions to 33.3 per cent. 
Between the twentieth and twenty-ninth 
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years the rise in the incidence of positive 
reactions was sharp from 33.3 to 90.9 per 
cent. After the thirtieth year the incidence 
remained fairly constant, varying between 90 
per cent and 98 per cent. The sharp rise in 
the incidence of tuberculin reactions during 
the third decade, from 33.3 per cent to 90.9 
per cent, may be of clinical and epidemio- 
logical significance. It has been generally 
held that in urban communities the majority 
of persons are infected with tuberculosis by 
the time adolescence is reached. The 
present findings and the recent studies of 
others indicate that this may not be so. If 
the tuberculin reaction is used as the criterion 
of past or present tuberculous infection, the 
results indicate that under present conditions 
in New York City the majority of persons 
are not infected until adult life. Long has 
shown, however, that the tuberculin test may 
fail to detect all healed primary tuberculosis 
because of the waning of cutaneous sensi- 
tivity that occurs with healing. One cannot 
assume therefore, that the rise of positive 
tuberculin reactions during the third decade 
is due entirely to initial infection with tuber- 
cle bacilli. Superinfection or reinfection of 
sufficient magnitude to heighten tuberculin 
sensitivity, spontaneous fluctuation in sensi- 
tivity, or increase of sensitivity due to matura- 
tion or other factors, must also be considered 
as the possible modus operandi in some cases. 
The limitations of the tuberculin test as a sole 
means of case finding have been pointed out 
by Plunkett, and it is realized that the 
tuberculin test is of questionable value as a 
means of establishing an epidemiological index 
of tuberculous infections. Study of age 
incidence of positive tuberculin reactions may 
serve, however, to indicate the age groups in 
which an intensive search for new cases 
should be made. Under the present condi- 
tions in New York City the results of quanti- 
tative tuberculin tests coincide with the 
clinical statistics, showing that for the 
appearance of active tuberculous disease the 
third decade group appears to be the most 
vulnerable age.—Age Incidence of Positive 
Tuberculin Reactions (Mantoux), F. Pascher 
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& M. B. Sulzberger, with a Statistical Analysis _ 


by A. S. Wiener, J. Lab. & Clin. Med., 
December, 1941, 27: 332.—(F. G. P.) 


Tuberculin Surveys.—Tuberculin testing 
surveys are preferable to X-raying of entire 
groups without first tuberculin testing. Some 
cases are discussed in whom X-ray shadows 
had been diagnosed as tuberculosis, and in 
whom a negative tuberculin reaction re- 
vealed the diagnosis to be wrong. A plan 
for tuberculosis control in military service is 
suggested. Every man should have a 
tuberculin test; if he reacts he should have a 
chest X-ray film every six months; if he does 
not react he should have another tuberculin 
test on discharge. A similar program should 
be performed by the family physician. He 
should reéxamine non-reactors every year. 
Of 1,000 cases of pulmonary tuberculosis, 74 
per cent were first diagnosed by a private 
doctor. It is believed that the tuberculin 
test has a higher educational value for the 
population than X-ray surveys—The Ad- 
vantages of Tuberculin Testing Surveys over 


the X-Raying of Entire Groups without First 
Tuberculin Testing, L. L. Collins, Journal- 
Lancet, April, 1942, 62: 134.—(G. C. L.) 


Tuberculin Tests.—In the hope of avoiding 
the disadvantage of repeated clinic visits a 
study of the reliability and the error of using 
a single 0.1 mg. dose of Old Tuberculin in 
intracutaneous tuberculin testing was made. 
A total of 118 tuberculin-positive children 
were given a graded series of Old Tuberculin 
ranging in dosage from 0.000,1 mg. to 0.1 
mg., each case receiving simultaneous doses 
of at least two strengths. An additional 
unselected group of 217 infants and children 
who did not react to tuberculin in the stand- 
ard 0.1 mg. dose were similarly tested with 
graded doses using 0.1, 1.0 and 10.0 mg. 
simultaneously. The Vollmer patch test 
was applied to all 336 cases at the same time 
in order to compare the sensitivity of the 
patch test with the Mantoux test in various 
dilutions. Of 118 children in the entire study 
who reacted to 1.0 mg., 97 per cent reacted 


to 0.1 mg., leaving but 3 per cent as false 
negatives. Eighty-four per cent of those 
reacting to 0.1 mg. reacted to 0.01 mg., whereas 
only about 40 per cent of the latter group 
were positive to 0.001 mg. The great dis- 
crepancy between 0.1 mg. and weaker doses 
and the slight increase in accuracy resulting 
from doses stronger than 0.1 mg. suggest 
that a satisfactory single-strength test for 
routine clinic purposes exists in the use of 
0.1 mg. dosage. False positive reactions or 
pseudoreactions were noted when strong 
doses were employed and may have been due 
to sensitivity to the broth. Characteris- 
tically, pseudoreactions exhibited a wide- 
spread erythemia at twenty-four hours with 
almost complete disappearance at forty-eight. 
Weak positive or questionable reactions in 
patients with actual tuberculin sensitivity 
were usually noted in weak test doses and 
usually persisted for three or four days. A 
dosage of 0.1 mg. of OT was found to give the 
least number of doubtful responses. As for 
the patch test, no child who failed to react to 
the Mantoux test gave any reaction to the 
patch. The patch test, therefore, gave no 
false positives but neither did it bring to 
light positive reactors not discovered by 
intracutaneous testing. In this study the 
patients responded to the patch test in nearly 
the same degree as to the 0.1 mg. intracu- 
taneous doses, there being 113 positive patch 
tests (97 per cent) of 116 children who 
reacted to 0.1 mg. or less of OT by the intra- 
cutaneous method. Apparently the patch 
makes a suitable screening test and would be 
highly efficient if followed, when negative, 
by a strong intracutaneous inoculation, such 
as 1.0mg.ofOT. An occasional unpleasantly 
large and uncomfortable reaction was noted.— 
Tuberculin Tests in Children, C. A. Smith, 
W. H. Faulkner & J. M. Cordi, New Eng- 
land J. Med., December 25, 1941, 225: 1008.— 
(J. B.) 


Tuberculin Patch Test.—In the Depart- 
ment of Pediatrics of the Queens General 
Hospital 1000 consecutively admitted patients 
were simultaneously tested with 0.1 mg. OT 
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intracutaneously with a noncommercial 
tuberculin patch test. The patch test con- 
sisted of a piece of adhesive two square centi- 
meters in size which covered one 1-cm. 
square of paper towel soaked in Old Tubercu- 
lin and dried. Out of the 1,000 patients 
tested, 946 gave negative results and 49 
positive results to both tests. In 3 cases the 
Mantoux was positive and the patch test 
negative, and in 2 cases the Mantoux was 
negative and the patch test was positive. 
Therefore, the two types of tuberculin tests 
‘showed conformity in 99.5 per cent of the 
instances.— Comparative Results of the Intra- 
dermal and the Patch Tuberculin Tests in 
One Thousand Patients, H. A. Reisman & 
M. Grozin, Am. J. Dis. Child., December, 
1941, 62: 1197.—(C. K.) 


Tuberculin Patch Test.—Two hundred and 
seven children ranging in age from three 
months to three and one-half years were 
simultaneously tested by 0.1 to 1.0 mg. OT 
intracutaneously and by the Vollmer patch 
test. Approximately half of the total number 
of 207 children were parenterally BCG vac- 
cinated when they were newborns. It was 
found that in 89 per cent of the Mantoux 
positive group and in 100 per cent of Mantoux 
negative group the patch test yielded con- 
forming results with the intracutaneous test. 
As the tuberculin sensitivity in BCG vac- 
-cinated children is less intensive than among 
naturally infected individuals, the BCG vac- 
cinated children are a particularly suitable 
group for testing the sensitivity of the patch 
test. The authors advise to remove the 
patches at forty-eight hours and to make the 
final readings at ninety-six hours —On BCG 
Vaccinated and Control Children, I. S. 
Neiman, S. R. Rosenthal & W. G. Motel, 
J. Pediat., October, 1941, 19: 540.—(C. K.) 


Errors in Tuberculin Tests.—The possible 
errors attendant in the dilution and use of 
Old Tuberculin for intracutaneous testing 
have been emphasized. The use of the 
“single syringe’ procedure, which may give 
rise to an error of tenfold to hundredfold in 


the preparation of dilutions, is inadvisable for 
tuberculin as well as other biological solu- 
tions. This method is open to many errors. 
These are: (1) the error due to the affinity 
of tuberculin for glassware; (2) the error due 
to seepage of Old Tuberculin between barrel 
and piston; and (3) the human error, which is 
greater with a finely graduated, relatively 
poorly controlled instrument, such as a 
syringe, as contrasted with a pipette. It is 
suggested that one of two methods be em- 
ployed by the general hospital in the prepara- 
tion of weak solutions of tuberculin: (1) that 
purified protein derivative be used; this is a 
substance of standard purity and potency 
which is relatively easy to handle with a 
minimum of error; or (2) that dilutions of 
Old Tuberculin be prepared in a central por- 
tion of the hospital, preferably in the bacterio- 
logical laboratory where a proper technique 
is employed. Dilute solutions will, if sterile 
and preserved with 0.25 per cent phenol, 
remain potent for at least one week. It has 
been suggested by some that the test with 
dilute tuberculin may be of use in screening 
out the actively tuberculous from the general 
population. The few figures presented lend 
confirmation to this impression inasmuch as 
none of the ward patients, all clinically non- 
tuberculous gave reactions to a 1:100,000 
dilution (multiple pipette method) measuring 
9 by 10 cm. Two individuals with active 
tuberculosis did react to high dilutions; one 
to 1:100,000 and the second to 1:50,000. 
On the other hand, fully 64 per cent of non- 
tuberculous patients reacted to a 1:100,000 
dilution prepared by the “single syringe” 
procedure.— Possible Significant Errors in 
Routine Tuberculin Tests, N. Rosenberg & 
A. C. Allen, J. Lab. & Clin. Med., July, 
1941, 26: 1652.—(F. G. P.) 


Negative Tuberculin Reaction.—There have 
been reported a large number of cases with 
clinical and X-ray findings suggesting pul- 
monary tuberculosis, in which a negative 
tuberculin reaction has led to the negation of 
that diagnosis and the evolution of the pul- 
monary process has confirmed that conclusion. 
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In the case reported, failure to carry out 
tuberculin studies would have lead to un- 
necessary treatment as a primary tuberculous 
infection and to unwarranted conclusions as 
to the great efficiency of the treatment. The 
negative tuberculin reaction poses certain 
problems, especially the decision in any indi- 
vidual case as to whether it means absence of 
infection or postallergic anergy. The follow- 
ing case demonstrates a method of elucidating 
that problem. A boy of twelve years with a 
healthy family background was seen because 
of an acute exacerbation of chronic pul- 
monary symptoms associated with a grippal 
state and transient fever. Examination 
showed normal pulse and temperature, pallor, 
productive cough, rhonchi, moist bronchial 
rales, and, on the right at the level of the 
horizontal fissure, localized small moist 
rales. X-ray studies showed intense infil- 
tration all along the fissure and great enlarge- 
ment of the hilar node with dense areas sug- 
gesting calcification. The Mantoux reaction 
was negative to 1:10 dilution. The third 
dilution of PPD also caused no reaction. 
These reactions were still negative six months 
later and an X-ray film showed complete 
resolution of the lung process and hilar reac- 
tion. Six weeks after intracutaneous BCG 
vaccination, a weakly positive Mantoux reac- 
tion was obtained to 1:1000 dilution. From 
this, and the absence of any Koch phenome- 
non, it is concluded that the negative reactions 
indicated complete absence of tuberculous 
infection. This method of intracutaneous 
vaccination and subsequent observation for 
perifocal and skin reactions should be used in 
all pulmonary cases with negative skin reac- 
tions.—Anergia tuberculinica, Comprobacién 
clinica interesante, M. F. Pastor & R. J. 
D’ Empaire, Rev. argent. de tuberc., October- 
December, 1941, 7: 271.—(H. B. 8.) 


Occupational Tuberculosis——The problem 
of occupational tuberculosis involves the 
establishment of a causal or contributory 
relationship between occupation and certain 
forms of the disease, the concept of total 
disability with the obligation to submit to 


treatment, the provision of the means for 
treatment, the estimation of degree of residual 
disability, compensation for such disability 
and the rehabilitation of the individual within 
the limits of that disability. The clinico- 
anatomical picture with its diagnostic and 
prognostic implications is not enough to 
determine degree of residual disability. The 
use of the respiratory capacity advocated by 
Sturgis and coworkers may be adequate for 
pulmonary tuberculosis but does not cover 
extrapulmonary forms. Actually, the evalua- 
tion should include a consideration of the 
degree of psychic and socio-economic read- 
justment necessary, as well as measurement 
of specific functions. In some countries, 
provision is now made for rehabilitation along 
with sanatorium care. The omission of 
specific statements concerning tuberculosis 
in the existing law has led to arbitrary, con- 
flicting and unjust decisions. Since compen- 
sation law is in the process of evolution, 
statutes should be drawn so that they may be 
extended to cover new situations. To say 
that the community and not the employer 
should be responsible for the care of the 
tuberculous, scouts fundamental social princi- 
ples. To define the employer’s responsibility 
as ending with restitution to status quo over- 
looks the concept of stabilization rather than 
cure in tuberculosis. A very useful index of 
degree of disability is the earning capacity— 
present and potential—as compared with that 
previous to illness. In the absence of exam- 
inations before employment, a causal rela- 
tionship between occupation and tuberculosis 
should be taken for granted. Some legal 
difficulties arise from the fact that tubercu- 
losis cannot be readily classified either as an 
occupational disease or as an industrial 
accident. But the causal realtionship be- 
tween occupation and tuberculosis is un- 
deniable. This may be seen in (1) direct 
exposure of the individual to contagion, (2) 
reactivation of an inactive process as a 
result of working conditions or (3) initiation 
of a tuberculous infection following a de- 
bilitating convalescence from a _ traumatic 
lesion or an infectious disease arising from the 
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occupation and predisposing to tuberculosis. 
In workmen’s compensation law greater 
consideration should be given to precipitating 
cause than to predisposing factors. Large 
numbers of persons with inactive or mildly 
active tuberculosis are able to work in our 
factories without becoming ill because work- 
ing conditions are favorable. But occupa- 
tions, such as that of policeman or soldier, 
involving bad hours, undue exposure to the 
elements and other unhygienic conditions, 
may definitely initiate tuberculous activity. 
The French Army regulation that all tubercu- 
losis arising after more than three months 
of service be considered service-connected 
takes account only of newly-acquired tubercu- 
losis. Actually, to set limits upon the time 
relation between trauma or entry into an 
occupation and the development of clinical 
tuberculosis is difficult, if not impossible, 
because tuberculosis is rarely diagnosed in a 
truly early stage. Tuberculosis contracted 
or aggravated because of working conditions 
is to be considered compensable.— La formula 
médico-legal de la tuberculosis del trabajo, A. 


Licurzi, Rev. Asoc. med. argent., November 
15-30, 1941, 40: 855. —(H. B. 8.) 


Tuberculosis in Brittany.—The highest 
death rate from tuberculosis in France is in 
Brittany; the rate in this province is almost 
twice that of France as a whole. Differences 
in climate, occupation, dietary and hygienic 
habits, use of alcohol and housing arrange- 
ments fail to account for the higher rate 
among Bretons. A similar high mortality 
from tuberculosis is noted among other 
Celtic peoples in Ireland and Scotland; never- 
theless, physical and anthropological varia- 
tions among the inhabitants of Brittany are 
so marked that it seems impossible to attribute 
their susceptibility to a racial factor. The 
author finds the most likely explanation in 
the fact that for several centuries Brittany 
was relatively isolated from the rest of Europe 
by reason of language and social differences, 
and infection with tubercle bacilli has become 
widespread only in the past century. 
Laennec, for example, remarked on the in- 


frequency of phthisis in some areas of Brit- 
tany. It is noteworthy that the Duchy of 
Brittany centuries ago was the province most 
severely affected with leprosy.—A propos de 
la tuberculose en Bretagne, R. Kervran, 
Rev. de la tuberc., March-April, 1941, 6: 
152.—(H. L. 1.) 


Tuberculosis in Negro Families.—It has 
proven impossible to determine accurately 
the morbidity and mortality in tuberculous 
families by analysis of antecedent histories. 
Family studies in Williamson County, Tennes- 
see, have been carried on since 1931 and cur- 
rently acquired data are now sufficiently 
numerous to warrant analysis. The present 
report is confined to colored families, and gives 
the results of observation of 584 household 
associates of 113 index cases. The average 
annual incidence of clinically manifest tuber- 
culosis was approximately 2.0 per cent and 
the average annual tuberculosis mortality 
was 1.7 per cent among associates of sputum- 
positive cases. The death rate from all 
causes was 3.3 per cent. Among associates 
of sputum-negative (including latent) cases, 
the average annual attack rate of tuberculosis 
was 0.7 per cent and the mortality from 
tuberculosis was 0.3 per cent. The death 
rate from all causes was 1.5 per cent in this 
group. Comparison with data reported from 
Lee County, Alabama revealed that the 
morbidity and mortality were twice as great 
in the Tennessee study, corresponding to the 
higher reported tuberculosis rate in this area. 
The death rates among the tuberculosis con- 
tacts were compared with rates prevalent 
among the colored population of Tennessee. 
Among associates of sputum-positive cases, 
the death rate from all causes was twice 
higher, and the tuberculosis death rate ten 
times higher, than in the general population. 
Among associates of sputum-negative cases, 
the rates did not appear significantly higher 
than in the general population. Study of the 
morbidity in relation to the duration of ob- 
servation revealed the highest attack rate 
in the first year, but a considerable morbidity 
after as long as five years’ observation. In 
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some families the outbreak was explosive, 
with numerous new cases occurring within a 
year of the initial case; in other families, 
there was a tendency for the disease to develop 
several years after contact. The cumulative 
morbidity from tuberculosis after six years’ 
observation was 11.4 per cent among associ- 
ates of sputum-positive cases, and 5.1 per 
cent among associates of sputum-negative 
cases. The cumulative mortality from all 
causes after six years was 17.1 per cent among 
associates of sputum-positive cases.—Tuber- 
culosis Studies in Tennessee. Morbidity and 
Mortality in Colored Families during the 
Period of Observation, R. R. Puffer, R. S. 
Gass, W. J. Murphy & W. C. Williams, Am. 
J. Hyg., May, 1942, 35: 367.—(H. L. I.) 


Classification of Pulmonary Tuberculosis.— 
The authors suggest a graphic formula for 
outlining in short terms and figures, charac- 
ter and stage of pulmonary tuberculosis in 
individual cases. The classification is based 
on history, clinical symptoms and signs, 
bacillary findings, sedimentation test, blood 
picture, fluoroscopy, radiography and bron- 
chography and on many other methods of 
examination, such as bronchoscopy, pleural 
endoscopy and manometry, if warranted by 
the individual case. Thus the following 
items in the formula permit a clear and com- 
prehensive picture of the peculiarities of the 
case: (1) The anatomo-clinical type, such as 
primary complex, tracheobronchial lymph- 
adenopathy, tuberculous infiltration, pneu- 
monia, bronchopneumonia, fibrocaseous form, 
acute, subacute or chronic miliary tubercu- 
losis, diffuse, dense and secondary fibrosis, 
cirrhosis and residual lesions. (2) Mechanism 
of production such as by haematogenous, 
bronchogenous or lymphogenous route. (3) 
Location and extent of the lesion according 
to the generally accepted subdivision of the 
lung fields into apical, upper, middle and 
lower lung fields. (4) Spread and dissemina- 
tion in respect to insiduous or sudden occur- 
rence of spreads and as to mechanism and 
extent of it. (5) Involvement of the pleura 
whether generalized or localized, of free or 


interlobar pleura, whether plastic or serous, 
with or without spontaneous or artificial 
pneumothorax. (6) Result of bacillary find- 
ings from diagnostic and prognostic view- 
point. (7) Evolutionary stage of lesion 
whether progressive, regressive, stationary or 
compensated. (8) Extrapleural and extra- 
pulmonary lesions. (9) Additional finding, 
such as cavity, perifocal reaction, atelectasis. 
A few examples of the working of this formula 
are added which show the usefulness of this 
rather brief and comprehensive scheme.— 
Formula diagnostica grafica de la tuberculosis 
pulmonar del adulto, R. Ballestero & L. 
Molnar, Rev. de tuberc. d. Cuba, January, 
1940, 4:7.—(F. G. K.) 


Epituberculosis and Atelectasis.—Epi- 
tuberculosis in many instances is similar to 
tuberculous pneumonia. Yet there is a 
definite difference in that the general condi- 
tion of the children in epituberculosis is fair 
in spite of widespread and well marked 
lesions and in that the prognosis is very good 
with almost complete disappearance of the 
consolidation after six to twelve months’ 
duration. In a few cases partly calcified 
densities may remain in the previously in- 
volved region and in others mild bronchiecta- 
ses may develop. At the present time there 
are three different theories of explanation of 
epituberculosis: (1) the opacity in the lung- 
field may be caused by tuberculous paren- 
chymal infiltration; (2) the opacity is wholly 
or partly caused by obstructive atelectasis; 
(3) the opacity represents a strong focal 
reaction as the result of hypersensitivity. 
From literature and own observations the 
author feels that two different radiological 
and clinical conditions should be distinguished. 
One lesion is characterized by a lobar density 
which occupies a smaller volume than nor- 
mally and which usually shows a concave 
border toward the adjoining lobes. There is 
retraction of the chest wall and displacement 
of heart and mediastinum toward the in- 
volved side. These cases should be inter- 
preted as obstructive atelectasis, probably 
due to pressure and infiltration of large hilar 
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lymph nodes on the regional bronchus. The 
second type of lesion is characterized by a 
lobar density which occupies a larger volume 
than normally and which shows usually a 
convex border to the adjoining lobes. This 
condition corresponds to the original descrip- 
tion of Eliasberg and Neuland and can be 
interpreted as epituberculosis of chiefly pro- 
ductive type. In both instances a primary 
tuberculous complex is located within the 
opaque area.—On Epituberculosis and Lung 
Atelectasis, N. Westermark, Acta radiol., 
September 15, 1941, 22: 501.—(F. G. K.) 


Primary Infection in Adults.—Figures con- 
cerning the reaction to tuberculin in the entire 
population vary greatly. It was formerly 
believed that 98 per cent of all adults are 
tuberculin positive. Recent surveys show 
that this figure is too high, and especially 
among young adults a considerable number 
of primary infections are encountered. The 
author summarizes his experiences with 28 
cases, the ages of which ranged between fifteen 
and twenty-five. Only in one case was the 
infection asymptomatic. In the others there 
were prodromal symptoms of lassitude, loss 
of appetite and loss of weight. These were 
observed three to four weeks before objective 
evidence of infection was found. The infec- 
tion was always accompanied by fever rang- 
ing from 100° to 104°F. The most common 
temperature was around 102°. Catarrhal 
symptoms were mild, but an unproductive 
cough was frequently present. The most 
common location was the right lower lung 
field, with enlargement of the right hilar nodes. 
The younger the patient the larger was the 
lymph node involvement. The sedimenta- 
tion rate was moderately accelerated, the 
blood picture frequently showed a mild 
lymphopenia and monocytosis. Mild eosino- 
philia was observed in 5 cases. A shift to the 
left was present thirteen times, but was usually 
mild. Erythema nodosum was observed in 
11 cases. Tuberculin tests were invariably 
positive, and were most highly positive in 
the cases with erythema nodosum. The 
prognosis is good. Only one of the observed 
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cases developed a progressive tuberculosis.— 
Die tuberkulése Primdrinfektion bet Jugend- 
lichen und Erwachsenen, St. J. Leitner, 
Schweiz. med. Wcehnschr., February 7, 1942, 
72: 145.—(H. M.) 


Lung Abscess and Tuberculosis.—Patients 
with abscess who develop tuberculosis should 
be distinguished from tuberculous patients 
who develop abscesses. Study of the sputum 
of patients with abscess using concentration 
techniques and animal inoculation has shown 
that they not rarely put out tubercle bacilli 
without clinical or X-ray evidence of tuber- 
culosis. Much less common is the devel- 
opment of real clinical tuberculosis. A 
progressive abscess process may open into pre- 
existing tuberculosis foci leading to escape of 
tubercle bacilli. This may result merely in a 
temporarily positive sputum or may lead to 
active tuberculous lesions due to intracanalicu- 
lar or haematogenous dissemination. Or, 
occasionally, the abscess may sufficiently 
depress general resistance to allow inactive 
foci at a distance to become active. Develop- 
ment of an abscess on the background of 
tuberculosis is much less common than the 
reverse. This is probably due to (1) the fact 
that abscesses do not result usually from 
direct invasion by the flora or the respiratory 
tract but rather from infected emboli (2) 
the fact, borne out by experimental inocula- 
tion of tuberculous rabbits with pneumococci, 
that tuberculous lung tissue seems to resist 
superimposition of another infection and (3) 
the possibility that a heterotypic allergy or 
immunity protects such tissue. Seventy 
cases of abscess and tuberculosis have been 
compiled including 2 found among 872 autop- 
sies at the Torni Hospital (for tuberculosis). 
Of the 70 cases, 58 showed the abscess as the 
primary lesion. Of these 58, 8 were putrid, 
2 showing miliary and 6 intracanalicular 
spread of tuberculosis. Of the 50 nonputrid 
cases, preéxisting inactive tuberculosis lesions 
were recognized in 6. Of the 50 cases, 4 
showed miliary, 45 intracanalicular and one a 
mixed type of spread of tuberculosis. Of the 


12 cases of tuberculosis in which abscess 
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developed, the abscess was distinct from the 
tuberculous lesion in 11. The author’s 2 
cases are presented as examples. The first 
deals with a woman of thirty years with a 
long-standing closed tuberculous focus who 
later, as a result of inhalation of volcanic 
dust, developed a persistent bronchitis, which 
eventually became productive and foetid. 
Only after an acute exacerbation, marking 
the onset of abscess formation, did small 
numbers of tubercle bacilli appear in the 
sputum (found only after homogenization). 
Autopsy a few weeks later showed one large 
and several small abscesses of the left lung 
and a bilateral tuberculous bronchopneu- 
monia, apparently due to both bronchogenic 
and haematogenous spread. It is supposed 
that the abscess had opened into the previ- 
ously closed tuberculous focus. The second 
case was that of a woman of twenty-three 
years with a story of a pleuropulmonary 
process and haemoptysis six years before and 
brief left pneumothorax treatment four 
months before. After a septic abortion a 
right lower lobe process with acute pain, 
fever, haemoptysis and purulent sputum 
without tubercle bacilli appeared. X-ray 
film showed a fibrotic left upper lobe focus in 
addition to the acute process. Under sulfon- 
amide therapy, the right lower lobe process 
resolved slowly, but progressively, over a 
period of several months, without cavitation. 
But.four months after the acute episode, the 
sputum became positive and eventually 
bilateral upper lobe lesions appeared. The 
abscess probably caused activation of the 
tuberculous process indirectly. Prevention 
of development of open tuberculosis in cases 
of lung abscess depends on early surgical 
intervention to check spread into tuberculous 
areas. The presence of haematogenous or 
bronchogenic dissemination contraindicates 
surgery. The mere occasional presence of 
bacilli in the sputum without clinical or 
radiologic evidence of a tuberculous lesion is 
no contraindication to surgery. When an 
abscess develops in a tuberculous lesion—a 
rare occurrence—even conservative surgical 
measures such as aspiration are to be avoided, 


because of the likelihood of fistula. Where 
abscess develops independently of the tubercu- 
losis, it may be treated surgically provided 
the procedure will not mechanically disturb 
the tuberculous lesion. It should be so 
treated, if possible, because it tends to reduce 
resistance to the tuberculous process. The 
great variety of medicinal agents suggested 
for abscess speaks against their efficacy. An 
exception is the sulfonamide group, especially 
by inhalation. Of the mechanical procedures, 
postural drainage is only palliative, broncho- 
scopic aspiration is somewhat dangerous and 
collapse therapy contraindicated. The only 
safe surgical procedure is pneumonotomy. 
More radical procedures are not well tolerated 
by tuberculous subjects.—Absceso de pulmon 
y tuberculosis, A. A. Raimondi & R. Scarta- 
scinit, Arch. argent. de tisiologia, October- 
December, 1941, 17: 405.—(H. B. 8.) 


Roentgencinematography.—This technique 
came into general use in 1938, aided by the 
development of extremely sensitive emulsions. 
It can be carried out with apparatus obtain- 
able in the open market. It requires a 16 mm. 
camera of Siemens or Zeiss make or an English 
make called Filmo Auto Master of Tayler and 
Hobsson. These have objectives of 1:1.5 
or better. The Kodak objective with aper- 
ture 1:1.9 does not give sufficient illumination 
for use in adults. The camera is focussed 
on the fluoroscopic screen by placing over the 
screen a sheet of paper with crossed lines. 
Kodak Super XX film of the ‘‘negative” (not 
“eversible”) variety is used. A negative is 
obtained and used to make positives for 
projection. The current used is 50 to 100 
milliamperes with a voltage of 100 kilovolts. 
Eight exposures per second are used in heavier 
persons, and 16 in lighter ones. Exposures 
are made in complete darkness. Developing 
should be done in complete darkness, using 
Kodak D 76 developer for negatives and D 34 
for positives. Each record is made into a 
continuous strip for projection. These rec- 
ords can be used to make thorough studies of 
respiratory and cardiovascular dynamics with- 
out excessive exposure of patient or doctor 
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to X-rays. They can be used to teach 
physiology. The method could be applied 
also to the digestive tract and the peripheral 
vascular system. It affords a permanent 
collection of records for comparative study, 
especially of respiratory physiology. Com- 
plete study of cardiac function would require 
a slow-motion camera.—Técnica de la roent- 
gencinematografia, M. de Abreu, Arch. argent. 
de enferm. d. ap. respir. y tuberc., October- 
November, 1941, 9: 283.—(H. B. 8.) 


Vitamin A and C in Pulmonary Tubercu- 
losis.— Malnutrition is a constitutional factor 
that affects resistance to tuberculosis. Of 
special interest is the depletion of vitamin A 
and C in tuberculosis. Vitamin A is utilized 
at an accelerated rate which seems to parallel 
the extent of the tuberculous process. Al- 
most universally workers have also found a 
marked deficiency of ascorbic acid. The 
group here reported consists of patients at- 
tending a chest clinic for the first time. 
There were two times as many Negroes as 
whites and the Italians comprised the largest 
group among the whites. One-half of the 
Negroes and one-third of the whites were 
dependent upon public assistance for their 
living. Fifteen staff members were used as 
normal controls; all were found to have normal 
A levels with only a few borderline cases. 
Among the nontuberculous persons twice as 
many Negroes, or 27.2 per cent, were deficient 
in vitamin A as were white patients, 11.1 
per cent. Plasma percentages of 29 patients 
just diagnosed as tuberculous revealed marked 
drop in the number with normal levels and 
pathologically low levels were found in 87 
per cent of the Negroes and 50 per cent of 
the white race. The lower levels in the 
Negro are probably due to smaller amounts 
being present in the body before infection oc- 
curred. The vitamin A level was found to be 
lower in proportion to the extent of the tuber- 
culous involvement. Among patients re- 
ceiving treatment the plasma level was higher 
than in those just diagnosed. No deaths 
occurred in this group. When studied in 
regard to weight, the conclusion was reached 


that obviously overweight persons are not 
necessarily well nourished in regard to vitamin 
A. When given an adequate dietary intake, 
which is 250 mg., all staff patients had normal 
levels for ascorbic acid. Of the nontubercu- 
lous patients 37 per cent of white patients 
have normal plasma levels as compared to 
5 to 6 per cent for the Negroes. Just diag- 
nosed tuberculous subjects had even lower 
levels. There exists a rough parallelism be- 
tween the extent of the disease and the num- 
ber of individuals with pathologically low 
ascorbic acid levels reaching prescorbutic 
levels occurring in advanced tuberculosis. 
Again, as in vitamin A, the treated tubercu- 
lous patients showed better plasma levels 
than the patients just diagnosed. The 
change is especially evident among females. 
No relationship was evident between weight 
and ascorbic acid levels. All 5 patients with 
both A and C deficiencies died within three 
months after being diagnosed, suggesting that 
a deficiency of both vitamins makes the 
prognosis worse. The vitamin A level is 
fairly stable and not affected by meals with 
the usual amount of vitamin A and carotene 
consumed and if peaks of fat absorption are 
avoided, there is little chance of error at any 
time. Ascorbic acid is stored much less than 
vitamin A. Since there is a rise after each 
meal which is greatest after about three hours 
a fasting level would be preferable for the 
determination. The sex difference observed 
by others is substantiated by these data which 
also support a similar claim for ascorbic acid. 
Females have a lower average plasma level of 
vitamin A while ascorbic acid is just the 
reverse. Negroes were more malnourished 
in both vitamins than white patients.— Vita- 
min A and Ascorbic Acid in Pulmonary 
Tuberculosis, H. R. Getz & T. A. Koener, 
Am. J. M. Sc., December, 1941, 202: 831.— 
(G. F M.) 


Mitral Stenosis and Pulmonary Tubercu- 
losis.—It has long been believed that mitral 
stenosis and pulmonary tuberculosis are 
infrequently associated. This belief is prob- 
ably based on Rokitansky’s statement that 
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all forms of heart disease which cause cyanosis 
are incompatible with pulmonary tuberculosis. 
Nevertheless, occasionally reports have been 
made of patients with both diseases. One 
thousand unselected autopsy records of the 
Sea View Hospital were studied to determine 
the incidence of the association of mitral 
stenosis and pulmonary tuberculosis. Only 
6 such cases were found. This incidence of 
0.6 per cent is identical with that reported in 
other large series of autopsy records. In all 
6 cases, except one, the pulmonary tubercu- 
losis was steadily progressive and rapidly 
fatal. It characteristically involved first the 
upper portions of the lungs and subsequently 
spread towards the bases. In 2 cases mitral 
stenosis definitely preceded the development 
of pulmonary tuberculosis. In 5 of the pa- 
tients there was roentgenological evidence of 
rheumatic heart disease. Three had ab- 


normalities of the heart on physical examina- 
tion and one had a history of dyspnoea on 
exertion which required digitalization. In 
only one case however was mitral stenosis 
diagnosed before death. In all cases there 


was definite stenosis of the mitral valve with 
hypertrophy and dilatation of the right 
ventricle-— The Association of Mitral Stenosis 
and Pulmonary Tuberculosis, H. S. Kremer & 
A. V. Shapiro, Quart. Bull. Sea View Hosp., 
January, 1942, 7: 116.—(A. A. E.) 


Sarcoidosis.—An unusual case is described 
in which there were signs and symptoms sug- 
gestive of a “‘visceralization” in the central 
nervous system, producing the clinical syn- 
drome known by the name of Adie. The 
patient was a fifty-three-year-old woman who 
was observed for over two years. On original 
admission to the hospital she presented an 
Adie syndrome—fixed pupils and absent knee- 
jerks. In addition she had a coarse intention 
tremor and a visual field defect. The re- 
mainder of the physical examination as well 
as the laboratory work-up was non-contribu- 
tory. Chest radiogram was reported as 
negative. Her only complaint was visual 
disturbances associated with the field defect. 
Patient was discharged with the diagnosis 
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of Adie syndrome and followed in the clinic. 
Six months later she presented a bilateral 
parotitis. Biopsy of portion of the parotid 
gland revealed “tuberculous tissue without 
caseation.”” Radiogram of the chest was 
again reported as negative. Five months 
later swelling and painful joints of the hands 
were noted, the parotitis meanwhile having 
subsided spontaneously. Radiograms failed 
to reveal any lesions of the bones or joints. 
Fifteen months after onset episcleritis was 
noted. Biopsy of the cornea at that time was 
reported as “tuberculosis” by the pathologist. 
At that time Mantoux test using 1: 1000 dilu- 
tion was negative. All along the neurological 
and ophthalmological findings remained un- 
altered. Patient was followed in the clinic 
subsequently and remained symptom-free. 
Applying Ranke’s classification of tuberculo- 
sis into three stages, the suggestion is made 
that this case, as well as all cases of sarcoidosis, 
may well fit into the second stage. In view 
of Lemming’s experiments it is permissible 
to conjecture that the second stage may be a 
non-specific one with the development of 
either tissue allergy or anergy, according to 
the balance struck between the invading 
organism and the bodily defences.—Sar- 
coidosis: Some Speculations as to the Stages of 
Infection in General, G. E. Lewis, Brit. M. 
J., April 12, 1941, 1: 552.—(D. H. C.) 


Sarcoidosis.—A case of Boeck’s sarcoidosis 
in a nineteen year old Negro is reported. 
The illness began with a gradual painless 
enlargement of the inguinal nodes four years 
previously, followed by generalized enlarge- 
ment of other groups. Productive cough, 
chest pain, anorexia, loss of weight and 
afternoon fever appeared two years later, 
followed by small skin lesions, sore throat, 
hoarseness and pain and swelling of the 
terminal phalanges of the fingers and toes, the 
latter lasting two months. Sanatorium treat- 
ment produced no improvement. A 
roentgenogram of the chest revealed fine 
densities scattered through both lungs. The 
sputum was negative on guinea pig inocula- 
tion. The tuberculin test, at first negative, 
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became positive eight months before final 
hospitalization. At this latter date the 
tonsils were enlarged and red, papular lesions 
were present on the extensor surfaces and 
small nodular lesions on the face. Roentgen 
examination of the lungs showed no change, 
but numerous punched-out areas were seen 
in the phalanges of the fingers and toes. 
Blood cultures were persistently positive for 
alpha-haemolytic streptocci. Following a 
tonsillectomy, the temperature rose sharply 
and this was followed in a few days by coma, 
collapse and death. At autopsy, sarcoid 
lesions were found in the skin, lungs, liver, 
spleen, kidneys, lymph nodes, tonsils, epi- 
glottis, vertebral marrow, ribs and phalanges 
of the toes. These lesions were micro- 
scopically of two general types. One type 
was made up of well-defined epithelioid cells, 
contained large giant cells, surrounded by 
many lymphocytes but only small amounts 
of collagen. The other type consisted partly 
or wholly of homogeneous fibrous tissue; 
many of these were acellular or partially so, 
while others contained many spindle-shaped 
fibroblasts. There were no giant cells, nor 
was there any peripheral collar of lympho- 
cytes. Only in some typical tubercles in the 
liver and spleen was caseation seen, and no 
intermediate stage between caseating and 
non-caseating tubercles was noted. Appro- 
priate stains were negative for acid-fast 
organisms. Animals were inoculated with 
material from lymph nodes, tonsils, lungs, 
blood and spinal fluid. All the mice and a 
few of the guinea pigs died of streptococcic 
infection; of the others, only two pigs, inocu- 
lated with material from an abdominal node, 
developed tuberculosis. The remainder, in- 
cluding a rabbit, were negative. It is possible 
that the patient had a combination of dis- 
eases: a minimal tuberculous infection 
together with asarcoid of unidentified aetiology 
and an incidental streptococcic bacteraemia. 
The presence in the spleen and liver of both 
caseating and noncaseating lesions make it 
doubtful that there is a tissue anergy to the 
usual form of the tubercle bacillus, if that is 
the aetiological agent; furthermore, neither 
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anergy nor the presence of anticutins should 
prevent the recovery of bacilli, if they are 
present, from the lesions by animal inocula- 
tion.—Generalized Sarcoidosis of Boeck Ac- 
companied with Tuberculosis and Streptococcic 
Bacteraemia: A Clinico-pathologic Study with 
Autopsy and Animal Inoculations, W. F. 
Hollister & G. T. Harrell, Arch. Path., Febru- 
ary, 1941, 31: 178.—(D. G. F.) 


Failures of Collapse Therapy.—Collapse 
therapy may be unsuccessful because of 
avoidable mistakes. Especially pneumo- . 
thorax therapy is subject to frequent abuse. 
No physician should undertake to induce 
pneumothorax if facilities for pneumonolysis 
are not available. Statistics show that more 
than 95 per cent of failures of pneumothorax 
therapy are due to the presence of adhesions. 
In the light of our present knowledge it seems 
wise to do a thoracoscopy regardless of the 
sputum findings. This should be done when- 
ever adhesions can be demonstrated by 
fluoroscopy or roentgenography. This will 
reduce the incidence of massive effusions and 
empyema. The results of pneumothorax 
therapy are most promising if sputum conver- 
sion occurs within the first few months after 
pneumonolysis. After six months of un- 
successful pneumothorax therapy the outcome 
isindoubt. Four years of successful pneumo- 
thorax treatment is acceptable in the average 
case. The time before sputum conversion is 
not to be included. Careful selection of cases 
for surgical procedures will reduce the failures 
of collapse therapy in general. The best 
results are obtained if the selection is made by 
the phthisiologist together with the thoracic 
surgeon. Even in well selected cases thoraco- 
plasty is successful in only 55 to 60 per cent 
of the cases.—Causes d’echecs évitables dans 
la collapsothérapie, W. Froehlich, Schweiz. med. 
Wehnschr., February 7, 1942, 72: 159.— 
(H. M.) 


Opaque Pneumothorax.—This X-ray pic- 
ture was first described by Cardis and Bour- 
guinon. In these cases, the pneumothorax 
appears on X-ray films as an area of uniform 
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density greater than that of the collapsed lung. 
Fluoroscopically, one gets the impression that 
a large part of the pulmonary parenchyma has 
disappeared and it is difficult to delineate the 
lung border. Various explanations have been 
advanced. Several authors believe that a 
parietal pachypleuritis plays a part in the 
picture. Actually, the two cases presented 
suggest that a combination of parietal pachy- 
pleuritis with marked tendency to adhesion 
together with emphysema of the collapsed 
lung is the cause of opaque pneumothorax. 
In both cases, progressively less air could be 
injected at each refill. In one, complete 
obliteration of the pleural cavity took place. 
The first case was that of a twenty-six-year- 
old woman in whom a therapeutic pneumo- 
thorax had been induced for right-sided 
tuberculosis. A small effusion developed. 
On admission to the hospital, because the 
extent of collapse was not clearly visible 
fluoroscopically, an X-ray film was taken. 
This showed the typical appearance of 
opaque pneumothorax. The effusion was 
observed to disappear and reappear several 
times. The second case was that of a woman 
of twenty-five years in whom, six months 
after the initiation of therapeutic pneumo- 
thorax (right), an X-ray film showed the 
picture of opaque pneumothorax. A second 
X-ray film shortly thereafter showed replace- 
ment of the inverted appearance by the usual 
findings. A small effusion was present. 
Eventually the pneumothorax was obliterated 
by pleural adhesions but a good therapeutic 
result had already been obtained.— Pneumo- 
thorax opaco, J. Descalzo, Rev. de tuberc., 
October-January, 1942, 1: 151.—(H. B. 8.) 


Mediastinal Herniation.—A large medias- 
tinal hernia of the aspiration type developed 
on the left side following pleurolysis of the 
left lung in a case of bilateral pneumothorax. 
There was negative pressure on both sides, 
more marked on the right. The hernial sac 
extended as far as the left lateral chest wall. 
This sac was tapped and 500 cc. of air were 
injected without any subsequent appreciable 
change of the appearance of the bilateral 


pneumothorax. Further refills through the 
sac failed to improve the clinically unsatis- 
factory pneumothorax on the left. There- 
fore it was decided to restore normal pleuro- 
mediastinal conditions by obliterating the 
hernia with lipiodol. Gradually the hernial 
sac decreased in size and following refills of 
the left pneumothorax the herniation disap- 
peared completely and a satisfactory collapse 
of the left lung was obtained. Giant medias- 
tinal herniation is rare and the authors 
explain this condition by assuming adhesions 
of the mediastinal pleura from direct tubercu- 
lous lesions at the lung root, thus producing 
a communication between pleural cavities 
and mediastinum. Respiratory movements 
apparently caused air to be trapped in the 
hernial sac and to exert the effect of an air 
cushion on the contralateral lung. This 
pleuro-mediastinal lesion and the procedures 
to relieve it did not seriously interfere with 
the course of the collapse therapy in this case. 
— Hernia mediastinal gigante en un pneumo- 
torax bilateral, R. Sanchez Acosta & P. Diaz, 
Rev. de tuberc. d. Cuba, October, 1940, 4: 373.— 
(F. G. K.) 


Pneumonolysis in Bilateral Pneumothorax. 
—This is the first presentation of results in a 
large series of cases of bilateral collapse 
therapy requiring pneumonolysis. Final 
clinical conclusions cannot yet be drawn, but 
technical results are discussed. The early 
application of pneumonolysis is even more 
important in bilateral than in unilateral col- 
lapse therapy. When intervention is delayed 
surgery is made more difficult because com- 
plications such as effusions or fibrinous 
deposits, which obscure the anatomical 
picture, may occur, increasing operative risk. 
Adhesions may lose their sharp definition or 
become tough and difficult to section, and pro- 
cedures like the decortication of Maurer may 
become difficult and dangerous due to extra- 
pleural fibrosis. Blood vessels in new connec- 
tive tissue are more easily sealed by cautery 
than those in old fibrotic processes. In 
general, a second pneumothorax should not 
be undertaken until any necessary correction 
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of the collapse of the first lung has been carried 
out. Exception has been made where haemo- 
ptysis or a rapidly advancing lesion on the 
second side has made it necessary, but results 
have been at times unfavorable. From the 
technical standpoint, the presence of a contra- 
lateral collapse may lead to partial asphyxia 
with orthopnoea or hyperpnoea which makes 
the operative maneuvers difficult. When it 
is necessary to operate in the face of contra- 
lateral collapse, a preliminary deflation may 
prevent respiratory embarrassment. If such 
asphyxia occurs, oxygen-carbon dioxide in- 
halations, under pressure if necessary, are 
used. From the clinical standpoint, it is 
important to ascertain whether there are any 
contraindications to pneumothorax on the 
first side before the other lung is treated, such 
as cortical cavities with vascular supply 
coming through adhesions and tuberculosis 
of the pleura, the presence of which can be 
determined with the thoracoscope. In many 
cases with these complications where the 
collapse has been abandoned, the opposite 
lung has later been successfully collapsed with 
the aid of pneumonolysis, and then surgical 
collapse applied to the first side. If the 
second collapse is undertaken before the first 
is satisfactory the occurrence of a large 
effusion or haemorrhage on one side may 
necessitate abandoning the opposite pneumo- 
thorax. Adhesions may form and preclude 
its resumption at a later date. In the 
absence of urgent indication, such as haemor- 
rhage or rapidly progressive lesions on the 
opposite side, a waiting period is desirable 
after the initial collapse has been carried 
through successfully, to be sure that no com- 
plications will arise. When the second 
collapse is instituted, if pneumonolysis is 
indicated, it should be carried out early, 
unless some definite complication contraindi- 
cates it. Of 24 cases in which after a success- 
ful pneumothorax on one side a contralateral 
collapse was attempted and pneumonolysis 
indicated, the majority were operated within 
a month. These were cases in which the 
disease was bilateral when the initial pneumo- 
thorax was undertaken. Frequently patients 
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are referred with bilateral pneumothorax 
already instituted and requiring bilateral 
pneumonolysis. Usually one side is cor- 
rected at a time but in two cases a bilateral 
operation was done at one session. One was 
successful; the other failed because of subse- 
quent complication. Bilateral intrapleural 
pneumonolysis was carried out in 31 cases, in 
17 of which bilateral pneumothorax was 
present before operation was undertaken. 
In some of these, deflation of one side was 
carried out as a preliminary. In others a 
preliminary inflation of the side to be oper- 
ated to a pressure of zero was carried out, and 
if then no distress occurred, the opposite side 
was not deflated. Vital capacity determina- 
tions as a test of ability to tolerate pneumo- 
nolysis gave results which were often deceptive 
in view of the great alteration produced 
during operation. Where one side will require 
surgical collapse or phrenicectomy, and there 
is a pneumothorax of the opposite side which 
needs pneumonolysis, the lysis should be done 
first. In 9 cases, thoracoplasty was carried 
out uneventfully following a pneumonolysis 
on the opposite side. While it is too soon to 
report on the clinical results in these cases of 
bilateral collapse, the use of pneumonolysis 
certainly widens the field of application and 
increases the efficacy of such therapy. A 
number of illustrative cases with X-ray 
photographs are presented—La Neumo- 
nolysis intrapleural en el colapse bilateral, A. 
Amorin & J. M. Castello Branco, Rev. mez. 
de tuberc., January-February, 1942, 4: 307.— 
(H. B. 8.) 


Pneumonolysis.—To evaluate the results 
of pneumonolysis, the authors have analyzed 
100 cases from their material. Out of 100 
cases subjected to thoracoscopy, complete 
pneumonolysis could be done in 52. Their 
statistics show that a good result can be ex- 
pected in 89 per cent of all cases in which 
complete pneumonolysis can be done. Par- 
tial pneumonolysis was possible in 30 out of 
their 100 cases. This included the cutting of 
all lateral and some apical adhesions, leaving 
only mediastinal adhesions. An elongation 
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of the lung, with a good side-to-side collapse, 
was obtained in this way. A pneumothorax 
of this type has a 78 per cent chance of being 
clinically efficient. In 18 cases pneumonolysis 
was impossible. An incomplete pneumo- 
thorax of this type is effective in only 45 


per cent of the cases. In trying to predict: 


the outcome of a thoracoscopy, the authors 
have studied their cases carefully by X-ray, 
fluoroscopy and occasionally with tomogra- 
phy. In 93 out of their 100 cases they saw 
mediastino-apical adhesions 6n X-ray film. 
In 37 cases the appearance of the adhesions 
seemed to indicate that pneumonolysis might 
be possible. Actually pneumonolysis could 
only be done in 23 out of these 37 cases. On 
the other hand, in 56 cases it was deemed that 
pneumonolysis would not be possible. Still, 
complete pneumonolysis could be done in 22 
out of these 56 cases.— Note sur la pleuro- 
scopte et les sections d’adhérences, R. Jeanneret 
& <A. Billiard, Schweiz. med. Wchnschr., 
February 7, 1942, 72: 156.—(H. M.) 


Subfascial Pneumonolysis.—When intra- 


pleural pneumothorax is complicated by 
extensive adhesions, subfascial pneumonolysis 
is advised. The extent of the adhesions and 
the subpleural location of lesions make the 
electrocautery a dangerous procedure. Sub- 


fascial pneumonolysis is, in effect, the 
combination of extrapleural and intrapleural 
pneumothorax performed through the thoraco- 
scope. After the instrument is put through 
the trocar, the parietal pleura is incised, the 
subfascial plane is located and dissection is 
carried out with a small sponge at the end of 
a long sponge forceps which is introduced 
through the second trocar. The adherent 
lung, together with its layers of visceral and 
parietal pleura, is decollated away from the 
extrapleural tissues in this manner without 
the use of the electrocautery. To complete 
the operation when there are extensive adhe- 
sions may take several hours, but the results 
are extremely gratifying and well worth the 
physician’s trouble and the patient’s dis- 
comfort. A moderate amount of sero-sangui- 
neous effusion usually accumulates and may 


have to be aspirated. The temperature can 
be expected to be normal within one week. 
A successful operation performed in the case 
of a pregnant patient is related in detail.— 
La pleuro-pneumolyse subfasciale par voie 
intra-thoracique, D. Michetti, Schweiz. med. 
Wehnschr., February 7, 1942, 72: 158.— 
(H. M.) 


Intracavitary Drainage.—Two factors enter 
into the development of a lung cavity. The 
first, or the biological factor, is concerned 
with the coaelscence of tubercles into con- 
solidated areas, followed by caseation and 
softening with cavity formation. The second 
or the mechanical factor is largely concerned 
with the state of the bronchus draining the 
biologically formed cavity. When the drain- 
ing bronchus is large and patent very little 
mechanical changes are present in the cavity. 
However, when the bronchus is small and 
intermittently blocked or when there is 
heavy, tenacious material narrowing the 
lumen of even large bronchi, the mechanical 
factor assumes great importance. During 
expiration the intracavitary pressure is greatly 
increased, leading to compression of the 
surrounding “healthy” lung  tissue—peri- 
cavernous atelectasis resulting. The cavity 
is now less well protected from the trauma- 
tism caused by the thoracic traction and 
pressure during respiration than if it were 
surrounded by healthy air-containing and 
elastic lung tissue. A further factor is 
diminished circulation in atelectatic tissue 
which decreases the local resistance and so 
facilitates the inflammatory process. A 
cavity must be possessed of a retractile 
quality if it is to close. A cavity in which 
the mechanical factor has predominated is 
possessed of a retractile quality represented 
by atelectatic tissue. The direct drainage of 
a tuberculous pulmonary cavity aims at com- 
bating the mechanical factor in the formation 
and maintenance of a cavity by producing a 
negative intracavitary pressure, facilitating 
the reéxpansion of the peripheral atelectatic 
tissue, and so neutralizing respiratory trauma- 
tism. It seeks to overcome the biological 


orax 
eral 
cor- 
eral 
was 
bse- 
ural 
3, in 
was 
ken. 
was 
‘Sa 
per- 
and 
side 
ina- 
mo- 
tive 
ced 
uire 
1ere 
Lich 
one 
ried 
ysis 
1 to 
s of 
ysis 
and 
A 
Tay 
¢ 
A. 
ex. 
ilts 
zed 
100 
lete 
1eir 
ex- 
ich 
, of 
of 
ing 
ion 


56 


factor by giving free outlet to inflammatory 
matter and debris and so deterging the 
surfaces of the cavity. Aspiration is begun 
twenty-four hours after insertion of the 
catheter. The filtre pump is the method of 
choice. The aspiration apparatus consists 
of a glass cylinder partially filled with water, 
approximately 75 cm. in length and 3 em. in 
diameter. It is closed by a rubber stopper 
with two perforations, through which two 
glass tubes are passed. The short tube is 
connected to the closed aspirating circuit. 
The upper extremity of the long tube com- 
municates freely with the atmosphere, while 
the lower extremity is plunged in the water 
of the-cylinder. The degree of immersion 
determines the maximum depression desired. 
Starting with —5 the pressure is gradually 
decreased until an optimum of —20 to —30 
is reached. The intracavitary drainage will 
be best applied in cases in which the me- 
chanical factor has predominated and in 
which there is pericavernous atelectasis. 
Three cases are presented in which this method 
was used. All three were instances of giant 
apical cavities which markedly diminished in 
size and whose drainage soon became negative 
for acid-fast bacilli —Direct Drainage of Lung 
Cavities in Pulmonary Tuberculosis, J. V. 
Cussen, Brit. M. J., January 25, 1941, 1: 
115.—(D. H. C.) 


Occlusion of Bronchus in Intracavitary 
Drainage.—Although cavities are easily re- 
duced in size by intracavitary drainage and 
the drainage quickly becomes sterile, actual 
closure of the draining bronchus is frequently 
delayed or does not occur at all. The author 
has successfully closed off the bronchus in 
one of her cases by application of the silver 
nitrate pencil. This was introduced into the 
residual cavity through a metal cannula. The 
only undesirable effect was excessive cough. 
This can be avoided by the previous injection 
of pontocaine into the cavity.—Medi- 
kamentéser Verschluss des Ableitungsbronchus 
einer tuberkulésen Kaverne im Verlaufe einer 
Saugbehandlung nach Monaldi, Elisabeth 
Biaudet-Hedinger, Schweiz. med. Wchnschr., 
February 7, 1942, 72: 151—(H. M.) 
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Extrapleural Pneumothorax.—To the exist- 
ing literature on the subject the author adds 
13 cases of hisown. To insure success in per- 
forming the procedure the most important 
consideration is the choice of cases. The 
best indication is a small apical or subapical 
cavity which would ordinarly be treated by 
intrapleural pneumothorax, if not for ex- 
tensive adhesions. Large cavities cannot be 
successfully treated by extrapleural pneumo- 
thorax. The author has combined incom- 
plete intrapleural pneumothorax with extra- 
pleural pneumothorax with good results in 
several cases. The procedure entails no im- 
mediate operative mortality, but extrapleural 
empyema, either tuberculous or pyogenic, is a 
serious complication which requires prolonged 
and careful treatment. Premature oblitera- 
tion of the space is a frequent consequence. 
In performing the operation, complications 
may be lessened if only a small portion of the 
4th or 5th rib is resected and if the museles 
are closed very carefully in layers. This will 
prevent separation of the wound. Meticulous 
attention must also be paid to the skin of the 
back. The author has made it a rule not to 
operate unless the skin is entirely free from 
pyogenic infection. The author believes 
that if attension is paid to the indications 
the results in extrapleural pneumothorax 
are very encouraging.—Beitrag zum Problem 
des extrapleuralen Pneumothoraz, W. If, 
Schweiz. med. Wehnschr., January 24, 1942, 
72: 94.—(H. M.) 


Tuberculosis of Bronchial Lymph Nodes.— 
In a study of 365 tuberculin positive children 
it was found that bacillary and roentgenologi- 
cal findings can fairly well be correlated. 
These results were obtained by very careful 
roentgenological examination which consisted 
in many instances of four standard projec- 
tions, namely dorso-ventral, lateral and two 
oblique positions. Additional views can be 
obtained following Valsalva’s experiment. 
In cases of bronchostenosis from lymph node 
pressure bronchography is indicated. The 
most common form of childhood type tuber- 
culosis is the primary complex consisting of 
parenchymal foci and hilar lymph node in- 
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volvement. The primary parenchymal focus 
is always located within the fountain region 
for that part of the lymphatic system of the 
lung which in the individual case constitutes 
the site of location. The author limited his 
cases to those with only one definite parenchy- 
mal focus. Of these he was able to observe 
by roentgen examination a calcified focus in 
62 per cent, and recent primary foci in 60 
per cent. The primary parenchymal focus 
is about twice as often in the right lung than 
in the left and about twice as often in the 
upper and middle iobes than in the lower 
lobe. Tuberculosis of the lungs and the 
bronchial lymph nodes can be divided into 
active, inactive or healed and doubtful cases. 
These groups may be divided into cases with 
and without verifiable parenchymal lesions. 
Active tuberculosis of the bronchial lym- 
phatics can be divided into cases with and 
without perihilar infiltration. These groups 
present typical findings under careful roent- 
genological examination. In numerous dia- 
grams drawn from radiograms in various 
diameters and in various respiratory phases 
the author illustrates his findings~and con- 
clusions. With the aid of Valsalva’s experi- 
ment it is possible to differentiate nodes from 
the adjoining pulmonary arterial shadows 
which show definite diminution in caliber. 
The author feels that bronchoglandular 
tuberculosis with perihilar adenitis would 
seem to correspond to the pyo-caseous form of 
adenitis with periadenitis and that lympho- 
glandular involvement without perihilar ade- 
nitis probably corresponds to that form of 
adenitis where large epithelioid cell infiltra- 
tion dominates over caseous transformation. 
Often the primary parenchymal focus is 
missed on roentgenological examination. In 
uncomplicated cases the primary focus appears 
as a more or less rounded, somewhat ill- 
defined shadow which is either homogeneous or 
more frequently rather cloudy and reticular. 
In cases running a more chronic course the 
shadow assumes a more mottled and better 
delineated appearance. The size of this focus 
varies from pin-head size to that of a hazelnut. 
From this focus usually a streaky peri- 
bronchial density radiates toward the hilum; 


this represents peribronchial lymphangitis. 
The most frequent secondary lesion is perifocal 
infiltration or obstructive atelectasis, the 
distribution of which varies from small areas 
of partial atelectasis to large and sometimes 
even lobar extent. The secondary lesions 
may cause obliteration of the shadow of the 
primary focus which in the later course follow- 
ing disappearance of these lesions may re- 
appear. Acute primary pulmonary foci are 
always accompanied by regional lymphatic 
involvement. The infection then may spread 
by the lymphatic route to other parts of the 
tracheobronchial lymphatic system. Vascu- 
lar involvement causes miliary spread. Bron- 
chostenosis is either caused by pressure from 
adjacent lymph node enlargement or by direct 
infiltration of the bronchus from periadenitis, 
the caseous purulent granulation tissue in- 
vading the bronchus and more or less occluding 
it. The secondary changes of the lungs due 
to bronchial obstruction show in low-grade 
obstruction evidence of diminished aeration 
or of hyperaemia, in cases of more marked 
obstruction, valvular effect resulting in em- 
physema and anaemia with scarcity of 
vascular marking, and in complete bronchial 
stenosis obstructive atelectasis in addition 
to hyperaemia causing a massive dense 
shadow. In conclusion the author feels that 
in his series of 365 tuberculin positive children 
a positive bacillary finding is much more 
frequent in those with more pronounced 
roentgenological changes than in those where 
such changes are less well marked or are 
altogether absent. This shows that a careful 
roentgenological examination permits the 
diagnosis with a fair amount of certainty as to 
the nature of the parenchymal lesion, as to a 


- tuberculous involvement of the bronchial 


lymph nodes and its stages—On Tuberculosis 
of the Bronchial Lymph Glands, N. Wester- 
mark, Acta radiol., August 31 and October 31, 
1940, 21: 399 and 488.—(F. G. K.) 


Bronchocinematography.—The use of roent- 
gencinematography and lipiodol offers a 
method for the study of bronchial dynamics. 
The normal bronchus, in addition to changes 
in length and amplitude with repiration, 
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undergoes fan-like dispersion on inspiration 
and, in the lower lobes, internal torsion. Of 
these, only inspiratory widening is well 
visualized with roentgencinematography. In 
pathological states the greatest disturbances 
occur in the caliber of the bronchi. In 
chronic bronchitis inspiratory widening is 
partially or completely inhibited. In bron- 
chiectasis, narrowing may occur with inspira- 
tion. In bronchial asthma, complex pictures 
are seen. Sometimes there is a bamboo- 
stick appearance. It is possible that the 
changes seen are the result of clonic instead of 
tonic contractions of the bronchial muscle, 
occasioned by the impediment to expiration.— 
Broncocinematografia, su aplicacién en el 
estudio de la dindmica bronquial, M. R. 
Castex, E. S. Mazzei & M. Malenchi, Arch. 
argent. de enferm. d. ap. respir. y tuberc., 
October— November, 1941, 9: 307.—(H. B. 8.) 


Roentgenology of Tuberculous Tracheo- 
bronchitis.—Tuberculous tracheobrenchitis is 
a complication of pulmonary tuberculosis 
occurring in probably an average of 15 per 


cent of all far advanced cases. It involves 
chiefly the part of the respiratory tract leading 
from cavities to the major bronchi and trachea, 
apparently always progressing in this direc- 
tion. Based on a study of several hundred 
proved cases, the roentgenographic evidence 
of the condition is divisible into two types. 
The indirect signs consist of the following: 
(1) localized emphysema occurs early and is 
considered to be due to partial stenosis of the 
regional bronchus with a check-valve mecha- 
nism hindering passage of air out of this part 
of the lung on expiration; the more or less 
wedge-shaped area of emphysema is outlined 
by convex borders; (2) atelectasis of a lobe 
or lung is characterized by opacity, dimin- 
ished volume, homolateral displacement of 
the mediastinum, heightening of the hemi- 
diaphragm and narrowing of the intercostal 
spaces of the involved half of the thorax; the 
writer believes that atelectasis of part of a 
lobe can occur and is probably dependent 
upon inflammatory obliteration of alveolar 
pores which prevents collateral passage of air 


through them; (3) balloon or tennis-ball 
cavities, frequently with fluid levels, suggest 
some degree of tuberculous involvement of 
the draining bronchiole or bronchus, the 
lumen of which is narrowed; (4) sudden 
disappearance of a cavity which has remained 
open for a long period of time despite artificial 
pneumothorax is best explained by conversion 
of a partial stenosis of the draining bronchus 
into complete stenosis; (5) reopening of a 
cavity, if one can be confident that a cavity 
recently closed has reopened, would suggest 
that before organic healing could take place, 
some changes in the condition of the draining 
bronchus allowed it to become reinflated with 
air; (6) unexplained spread of infiltration in 
the absence of demonstrable cavitation or 
haemorrhage might well be caused by aspira- 
tion of purulent material from a tuberculous 
ulcer in the trachea or one of the bronchi. 
The direct signs are as follows: (1) encroach- 
ment on the lumen of a large bronchus is often 
seen when the Lysholm or Potter-Bucky grid 
is used or body-section roentgenography is 
utilized; with lesser degrees of involvement, 
the normal tapering shadow representing the 
lumen is narrowed, sometimes irregularly, 
and there may be distal dilatations; in com- 
plete stenosis, there is a sharply tapering 
conical shadow which ends at the point of 
stenosis; in some cases, where granulations 
fill the bronchus, the shadow of the bronchial 
lumen ends abruptly sometimes with slight 
proximal dilatation; (2) encroachment on the 
lumen of large bronchi and narrowing of the 
smaller branches may be visualized by the 
use of opaque contrast substance; (3) thicken- 
ing of the bronchial wall may be seen when 
the bronchus, shown in profile, has sufficient 
air in its lumen and around it in the surround- 
ing parenchyma for adequate contrast. The 
method of body section roentgenography has 
been of some value in the diagnosis of stenotic 
lesions in the larger bronchi but has not been 
of much value in the study of the smaller 
bronchi.—Tuberculous Tracheobronchitis, W. 
R. Occhsli, Am. J. Roentgenol., September, 
1941, 46: 312.—(W. H. M.) 
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Tuberculosis of Trachea and Bronchi.— 
The lungs of 10 advanced cases of tubercu- 
losis were studied for evidence of tuberculous 
changes in the tracheobronchial tree. Tuber- 


culous lesions were encountered with 
increasing frequency as examination was 
extended to deeper parts of the respiratory 
system. Tuberculous involvement was 
found in the great majority of cases in the 
trachea, main bronchi or stem bronchi to the 
pulmonary lobes, and in practically all cases 
in the walls of the small bronchi draining 
tuberculous regions. The tuberculous 
changes consisted of mural caseation and 
epithelioid tubercles and superficial and deep 
ulceration. Deep excavation of the wall and 
cicatricial changes leading to contraction 
were uncommon in the material studied.— 
Tuberculosis of the Trachea and Bronchi, 
J. A. Perez, Journal-Lancet, April, 1942, 
62: 1388.—(G. C. L.) 


Bone and Joint Tuberculosis.—The author 
describes his experience with tuberculin for 
the early diagnosis of bone and joint tubercu- 
losis. He points out how much time elapses 
before a correct diagnosis is made, because 
considerable alterations in the bone have to 
take place before the lesion becomes evident 
on X-ray examination. The author recom- 
mends the original technique of Koch. He 
injects four doses of tuberculin subcutaneously 
into the arm as follows: first injection 0.2 
mg., second injection 1 mg., third injection 
5 mg., and fourth injection 10 mg. These 
injections are given in three day intervals. 
The normal adult, without specific bone or 
joint tuberculosis, should be able to tolerate 
these injections without aggravation of his 
symptoms. If the lesion is tuberculous, the 
injections will be followed by a severe focal 
reaction, consisting of aggravation of pain, 
redness, swelling and heat. Following the 
test, there is often a distinct improvement in 
symptoms and treatment with Old Tuberculin 
has been successful in curing early skeletal 
tuberculosis.—Die spezifische Friihdiagnose 
der Knochen-und Gelenktuberkulose, F. Cevey, 
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Schweiz. med. Wchnschr., February 7, 1942, 
72: 152.—( H. M.) 


Tuberculous Spondylitis.—A microscopical 
study of 13 cases of tuberculous spondylitis is 
reported. The patients ranged in age from 
three to eighty-four years, and the duration 
of the disease from one and one-half to thirty- 
two years. Where bone destruction was 
extensive, the longitudinal ligaments showed 
marked infiltration, often with foci of casea- 
tion. The intervertebral discs showed early 
resorption, invasion apparently recurring by 
extension from the lateral ligaments or from 
the subchondral marrow spaces. The fibro- 
cartilage and nucleus pulposus were absorbed 
first, remnants of discs consisting only of 
sequestra of hyaline cartilage in tuberculous 
granulation tissue. Fibrocartilage was de- 
stroyed by incomplete resorption, hyaline 
cartilage by complete and incomplete resorp- 
tion though predominantly the latter. Areas 
of regenerating cartilage were found. Sub- 
periostial changes in the cortex were most 
extensive where the markedly involved 
portions of the ligaments were in direct 
contact. The cortical margins contained 
numerous osteoclasts but osteoblasts were 
absent and superficial osteocytes showed 
degenerative changes; in some areas the 
cortex was converted into small sequestra. 
Where the ligaments were separated from 
the cortex by fibrous tissue the cortical 
damage was less marked and osteoblasts 
were present. Direct invasion of the body 
from the ligaments was seen in a few instances. 
New bone formation along the cortical margin, 
though not unusual, was not particularly 
prominent. Destructive changes in the 
trabeculae were associated with tuberculous 
granulation tissue; in caseous areas osteo- 
clastic bone resorption was widespread, 
together with disappearance of osteoblasts 
and osteocytic death. Only one instance of 
new growth of trabeculae was seen. Changes 
in the marrow cavity resembled tuberculous 
changes in other tissues; no sharp boundary 
was seen between inflammatory and haemo- 
poietic elements in progressive lesions. Sub- 
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cortical marrow spaces contiguous to 
extensively involved ligaments showed com- 
plete replacement by specific granulation 
tissue. Arteries and capillaries in caseous 
areas showed obliteration of lumina. Larger 
vessels showed some proliferation of coats 
and collars of lymphocytes and epithelioid 
cells. The spinous processes of the vertebrae 
were involved in one of the 3 cases in which 
they were examined. The most frequent 
mode of extension of the disease seems to be 
along the longitudinal ligaments, invasion of 
the articular discs usually preceding involve- 
ment of the vertebral bodies. The endo- 
chondral plate may be essentially uninvolved 
despite: marked disc damage. Herniation 
of the nucleus pulposus may be evident in 
early stages, but the nuclear material is 
destroyed when the disease is of long duration. 
—Tuberculous Spondylitis: A Histological 
Study, B. N. E. Cohn, Arch. Path., October, 
1941, 32: 641.—(D. G. F.) 


Cystic Tuberculosis of Long Bones.—The 
differential diagnostic points between Jiing- 
ling’s osteitis tuberculosa multiplex cystoides or 
sarcoid and multiple cystic tuberculosis of the 
long bones are enumerated. The salient 
features of Jiingling’s disease are: (1) usually 
negative tuberculin test; (2) involvement 
of the small long bones of hands and feet and 
rarely the large long bones; (3) roentgen evi- 
dence of circumscribed honeycombed areas of 
rarefaction with no periostitis or fibrosing 
reaction; (4) infrequent sinus formation; (5) 
skin lesions characteristic of lupus pernio 
or sarcoid Boeck; (6) typical microscopical 
picture of sarcoid Boeck; (7) guinea pig 
inoculation is negative for tuberculosis; (8) 
the cystic areas of the bones tend to heal 
slowly. In multiple cystic tuberculosis of 
the long bones the following is usually noted: 
(1) positive tuberculin test; (2) multiple 
symmetrical long bone involvement—the 
diaphysis is involved primarily or secondarily 
by extension from the metaphysis; (3) the 
X-ray film shows variable numbers of cystic 
areas of rarefaction with slight to moderate 


sclerosing reaction; expansion of the shaft 


of the bone is usually present which often 
gives the bone a fusiform appearance; a varia- 
ble degree of periostitis is seen; (4) localized 
swelling and sinus formation are present in 
many cases; (5) pulmonary tuberculosis is 
frequent; (6) the bony lesions show tubercu- 
losis histologically or bacteriologically or 
both; (7) the bony lesions tend to heal slowly. 
The authors think that of the 17 cases of 
children previously reported, 11 were multiple 
cystic tuberculosis, 2 cases were typical of 
Jiingling’s disease and 4 could not be classified 
from the available data. A typical case of 
multiple cystic tuberculosis in a three year 
old colored girl was added to the series by 
Sweet and Abramson. The left radius, the 
right ulna and the fifth metacarpus of the 
left hand were involved. Skin lesions and 
later multiple fistulae were also present. 
Tubercle bacilli were found in the pus of the 
bone lesions of the arms and hand and also 
in the gastric lavage. The tuberculin test 
was positive. The child was afebrile. In 
addition to tuberculosis she also suffered of 
congenital heart disease and syphilis. On 
supportive treatment the patient gradually 
recovered.—One Case of Multiple Cystic 
Tuberculosis of the Long Bones, L. K. Sweet 
& D. J. Abramson, J. Pediat., December, 1941, 
19: 826.—(C. K.) 


Bone Tuberculosis.—A fifty-seven year old 
female with multiple chronic osteomyelitis 
was observed. The roentgenological exam- 
ination showed an extensive destructive osteo- 
myelitis, involving the upper third of the 
right tibia, the upper third of the left ulna, 
left tibia, left index finger and right elbow. 
Pus, aspirated from the left forearm, was 
negative for coccidioides and acid-fast organ- 
isms. A biopsy specimen from the right tibia 
revealed tuberculous granuloma; thepresence 
of tubercle bacilli was proven by injection 
into a guinea pig. Tuberculosis of the long 
bones is relatively rare, however some cases 
might not have been diagnosed because of the 
resemblance to pyogenic osteomyelitis. It 
occurs more often in the adult than in children. 
The prognosis is fair if the diagnosis is made 
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early. Death occurred in about 60 per cent 
of the cases with multiple lesions and in- 
fected sinuses. Treatment should consist 
of cauterization and closure with particular 
care to avoid secondary infection, followed by 
plaster immobilization—Tuberculosis of the 
Long Bones. The Importance of Its Differen- 
tial Diagnosis from Pyogenic Osteomyelitis, 
M. C. Mensor, West. J. Surg., April, 1942, 
50: 187.—(G. C. L.) 


Tuberculous Meningitis.—A seven months 
old white female with history of increasing 
drowsiness and irritability of two weeks dura- 
tion reached the point of coma. Physical 
examination revealed a stuporous infant with 
an occasional shrill cry, purposeless move- 
ments of the right extremity, no fever, pulse 
of 160, respiration 18. The anterior fontanel 
was bulging, sutures were separated; the left 
sixth nerve showed weakness, the right 
paresis. There was no stiff neck, no positive 
Kernig and the fundi were normal. The 
tryptophane test and Mantoux test with 
0.001 mg. OT were negative. Skull X-ray 
film showed widening of the lambdoidal and 
coronal sutures. Chest X-ray film showed 
pneumonic infiltration in the right base and 
widened mediastinum on the right. Lumbar 
puncture pressure was 530 mm. of water. 
The fluid was clear with 2 cells per cubic mm. 
and one-plus globulin by Pandy. Four bi- 

‘ lateral subdural taps were done with negative 
results. Thereafter the left lateral ventricle 
was tapped and 20 ce. of clear fluid was ob- 
tained which showed 4 lymphocytes per cubic 
mm., 68 mg. per cent of sugar, 30 mg. per 
cent of protein and 594 mg. per cent of sodium 
chloride, heavy trace of albumen by Pandy, 
however, no growth, no pellicle and no tuber- 
cle bacilli were found in culture and smear. 
Ventriculogram revealed marked internal 
hydracephalus including the third and the 
inferior limits of the fourth ventricle. Brain 
tumor was diagnosed, exploration of the 
posterior fossa was made and acute arach- 
noiditis was found blocking the free flow of 
the cerebrospinal fluid from the fourth 
ventricle to the cistern. The block was freed 
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and the cord was followed to the second dorsal 
vertebra with the finding of extensive acute 
arachnoiditis including a reddening and loss 
of outline of the cord proper, and a small 
whitish plaque suggesting tubercle in the upper 
cervical cord. The child died during the 
operation. Post-mortem examination showed 
miliary tuberculosis of the basal surface of 
the brain, the lungs and abdominal viscera. 
There was typical acute tuberculous basal 
and spinal meningitis and symmetrical hydro- 
cephalus. The lungs showed caseous primary 
complex on the right in addition to miliary 
tuberculosis. The histological examination 
was also typical of tuberculosis. Many 
tuberculous granulations were found in the 
ependymal lining of the ventricular system. 
Special Kinyoun staining showed many 
tubercle bacilli of the meninges. Retro- 
spectively it was found that the uncle had 
open tuberculosis and had frequent contact 
with the baby. Three months later another 
sibling of the family died of fulminating 
tuberculous meningitis —Report of a Case 
of Tuberculous Meningitis Simulating Brain 
Tumor, W. B. Scoville & J. Z. Bowers, 
Arch. Pediat., February, 1942, 59: 81.— 
(C. K.) 


Genital Tuberculosis.—In routine autop- 
sies on tuberculous patients genital tubercu- 
losis is frequently found. Among 1,143 
autopsies performed in five years there were 
146 cases of genital tuberculosis, 12.7 per 
cent. Among males this complication oc- 
curred in 14.4 per cent and in females in 
10.4 per cent. In males the prostate was 
involved in 95.2 per cent of the cases, while 
in females the Fallopian tubes were involved 
in 97.5 per cent. In both sexes genital 
tuberculosis is usually confined to a single 
organ. In 105 males the prostate was in- 
volved in 100 (95.2 per cent), the seminal 
vesicles in 65 (61.9 per cent), the epididymis 
in 51 (48.5 per cent), the testicles in 31 (29.5 
per cent). In 41 females with genital tuber- 
culosis the Fallopian tubes were involved 
in 40 (97.5 per cent), the uterus in 24 (58.5 
per cent) and the ovaries in 13 (31.7 per cent). 
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Tuberculosis in the male genital system may 
be the result of one haematogenous dis- 
semination or of multiple seedings. There 
are three possible modes of infection: (1) 
primary infection from the outside; (2) direct 
extension from a neighboring organ; (3) 
haematogenous infection from the lungs, 
bones or other extragenital foci. Direct 
extension from a neighbouring organ is of 
much greater significance in the female than 
in the male genital system. In both sexes 
genital tuberculosis is almost always the 
result of a haematogenous dissemination 
from an extragenital focus. Chronic pul- 
monary tuberculosis is by far the most 
frequent source of infection. In 36 of the 
105 cases of genital tuberculosis in the male 
(34.2 per cent) there was concomitant in- 
volvement of the urinary system. However, 
in only 2 of the 41 female cases (4.8 per cent) 
was there also tuberculous involvement 
of the urinary system. Healed tuberculosis 


has been observed in the genital organs of 
both sexes and this is most frequently found 
in the prostate and Fallopian tubes. Cal- 
cium is deposited within the zone of caseation 
and a capsule forms at the periphery of this 
zone. Complications may occur in the male 
genital system after liquefication of the 
caseous material. These complications con- 
sist of perforation of the tuberculous lesion 
into the urethra or rectum in the case of the 
prostate, and perforation through the scrotum 
in tuberculosis of the epididymis or testicle. 
In females the most frequently occurring 
complication is the development of tubercu- 
lous peritonitis. This is seen in more than 
half of the cases and is the result of a direct 
extension of the tuberculosis through the 
wall of the Fallopian tube.—Tuberculosis 
of the Genital System, O. Auerbach, Quart. 
Bull. Sea View Hosp., April, 1942, 7: 188. 
—(A. A. E.) 
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